Instigated through the vision of a local GP, the South East Hampshire Community Diabetes Team (CDT) is provided by Southern Health NHS Foundation Trust. Through taking an integrated, multidisciplinary, community based specialist approach, the team works in partnership with colleagues across primary and secondary care. The team support care of both newly diagnosed people with diabetes (PWD), and those requiring ongoing follow up, unless they fall into the 'super six' categories. The key focus of the team is to optimise the knowledge and self management of diabetes through clinician and patient education programmes.
Problem
There were inefficiencies in the traditional pathway of diabetes care, with long term follow ups for PWD being conducted in secondary care clinics. There was an unacceptable variation in the quality of care provided in primary and community care. This was believed to be contributing to higher than expected rates of diabetic emergency admissions and complication rates in the local population. There was a disconnect between care services which resulted in an absence of structured care plans or duplication of effort.
Care quality issues centred on clinician and patient knowledge.
Amongst clinicians there was inequitable knowledge of diabetes and insulin management. Further, there was no access to prompt specialist advice regarding diabetes management. Patients were also expressing a preference for care management within primary care.
Background
When the project began there was no known similar examples across the UK that had been published.
The project was designed to tackle a specific local problem with diabetes care, which although reflecting care across the UK, had already been initiated in a small way when the author and others carried out a RCGP/Lilly funded project in 1991 to facilitate structured diabetes care in Portsmouth District -a project that had encouraged and supported practices in the Portsmouth area to formalise their in house diabetes care management.
Baseline measurement
Prior to the project commencing, diabetes management was firmly split between Primary and Secondary care providers.
Patients were managed in either 'silo' with minimal reference to one another and difficulties in communication between one another due to the straight jacket of traditional letters in between both groups. Previous attempts to use shared care books similar to ante natal care had failed to address the problem.
There was a variation between practices in South East Hampshire (population aproximately 500,000) of patients with diabetes attending long term follow up in secondary care from 6% to 25% of the pactice diabetes population.
Hospital waiting lists for follow up care had gradually increased over a 10 year period from 6 to 18 months.
There was a systematic failure to discharge patients from secondary care or to support primary care in managing patients, each specialist -either in primary or secondary care -merely providing the best care as an individual they felt able to do.
Design
The GP with a Special Interest in Diabetes who instigated the process was pivotal to success in achieving this engagement. He 
Lessons and limitations
Lessons:
1. It is always worth persisting with a good idea Both consultants and GPs have appreciated and enjoyed the fostering of relationships and putting 'faces to names', a step that it is hoped will lead to better diabetes care integration and future improved patient outcomes.
